Introduction
(RIFLE) and Acute Kidney Injury Network (AKIN) criteria and studies on risk relationships. [2] .
AKI is defined as any of the following (Not Graded):
• Increase in SCr by X0.3 mg/dl (X26.5 lmol/l) within 48 hours; or
• Increase in SCr toX1.5 times baseline, which is known or presumed to have occurred within the prior 7 days; or
• Urine volume o0.5 ml/kg/h for 6 hours.
This classification system includes separate criteria for creatinine and urine output. A patient can fulfill the criteria through changes in serum creatinine or changes in urine output, or both. The criteria that lead to the worst possible classification should be used (Table I) [3] .
Stage
Serum creatinine Urine output 1 1.5-1.9 times baseline Or X0.3 mg/dl (X26.5 mmol/l) increase 0.5 ml/kg/h for 6-12 hours 2 2.0-2.9 times baseline 0.5 ml/kg/h for X12 hours This new staging system differs from the rIFLE classification as follows: it reduces the need for baseline creatinine but does require at least two creatinine values within 48 hours; AKI is defined as an abrupt (within 48 hours) reduction in kidney function, currently defined as an absolute increase in serum creatinine ≥0.3 mg/dl (≥26.4 μmol/l), a percentage increase in serum creatinine ≥50% (1.5-fold from baseline), or a reduction in urine output (documented oliguria < 0.5 ml/kg/hour for > 6 hours); risk maps to Stage 1, but it also considers an increase in serum creatinine ≥0.3 mg/dl (≥26.4 μmol/l); injury and failure map to Stages 2 and 3, respectively; Stage 3 also includes patients who need renal replacement therapy irrespective of the stage they are in at the time of renal replacement therapy; and the two outcome classes loss and end-stage kidney disease have been removed. [3] .
Aim of the Study
The objective of this study was to determine the presentation of certain characteristics for the diagnosis of acute kidney injury. It is also intended to show the therapeutic methods undertaken for patients presenting with acute kidney injury, as well as evolution under therapy.
Material and Methods
A study was conducted using patients admitted January 1st 2011 -December 31st 2011 with acute kidney injury, with different medical etiologies, in the Emergency Clinical County Hospital, Nephrology Department. The cases also included patients from other clinical departments, like Cardiology, Neurology, Oncology, Intensive care unit, which requested a nephrology consultation for this clinical syndrome. Acute renal injury was defined as an acute deterioration of renal function, with a sharp increase of serum creatinine (> 2mg/dl) in patients with a previously normal renal function.
Patients had either oliguric acute kidney injury (urine output of 100-400ml/24 hours) or nonoliguric kidney injury (urine output > 400ml/24 hours). The diagnosis of the 604 patients studied was based on patient history, physical examination, clinical symptoms and paraclinical evaluation. Data from patient history:
• Age • Development of diuresis (sudden anuria or progressive reduction) • Pre-existing renal disease • Systemic disease with renal repercussions (e.g. 
Statistical analysis
Continuous variables are expressed as the mean ± standard deviation, and categorical variables are presented as the percentage of the number of cases. Comparisons between RIFLE classes or AKIN stages were performed using analysis of variance and the chisquare test for continuous variables and categorical variables, respectively. Data are presented as odds ratios (ORs) with 95% confidence intervals (CIs). A two-tailed P value < 0.05 was considered significant. Analysis was performed with the statistical software package SPSS 15.0 for Windows.
Results
After examination of the relevant data for the 604 patients (62% males), the results obtained regarding acute kidney injury are presented below.
DISTrIBUTION OF PATIENTS BY AGE
Patients were aged 18-87 years old. Table  2 reveals a high incidence of acute kidney injury in middle aged patients. The two greatest incidences were in the age groups of 40-50 years and 50-60 years, with 28% and 24%, respectively (Table II) . CLINICAL AND PArACLINICAL MANIFESTATIONS From the 604 patients evaluated, 248 patients presented with non-oliguric acute kidney injury (urine output of < 400ml/24 hours). This figure represents acute kidney injury with a preserved diuresis. This could indicate a pre-renal acute kidney injury due to compensation of the hemodynamics and hydroelectrolyte balanceas seen in Table III . Paraclinical data:
The most common biochemical modifications are shown in Table IV . 
ETIOLOGICAL CLASSIFICATION
The etiology of acute kidney injury was divided into 3 groups: medical, surgical and obstetrical causes, as shown in Table V . Medical cases represented the vast majority of causes in admitted patients. These cases included a variety of sub-etiologies including volume loss, nephrotoxic drugs, nephrotoxic substances, sepsis etc.
The surgical cases included obstruction (lithiasis, benign prostatic hyperplasia, and neoplasias), post-operative pre-renal acute kidney injury, and trauma with or without rhabdomyolysis.
The obstetrical cases included septic abortion, haemorrhagic shock, postpartum sepsis, preeclampsia/eclampsia, idiopathic postpartum acute kidney injury.
MEDICAL CAUSES OF ACUTE KIDNEY INJURY
The most frequent causes of acute kidney injury that were of medical etiology were: fluid loss due to gastrointestinal reasons (diarrhea, haemorrhage), nephrotoxic drugs (aminoglycosides, contrast substances, NSAIDs), sepsis, other nephrotoxic substances (carbon tetrachloride, ethylene glycol), other unknown substances, acute tubulointerstitial nephropathy; both infectious and obstructive caused by endogenous substances (hemoglobin, myoglobin, uric acid). (Table VI) In comparison with studies conducted in other regions in romania, there is an increased incidence of acute kidney injury due to administration of rifampicin, 15 cases for tuberculosis and 7 cases administered for dental or ENT infections. Hepatotoxicity was associated with 3 cases, in association with chronic alcoholism and malnutrition. Around 60% of patients with acute kidney injury due to the administration of rifampicin require hemodialysis [4] .
Severe acute kidney injury was due to leptospirosis was diagnosed in 28 cases (~8%). All of these cases were transferred from the Infectious Diseases hospital and indicates an increased incidence of this disease in this region.
The evolution of patients due to acute kidney injury due to medical causes is favourable under conservative treatment. However, in 20% of the cases, hemodialysis was necessary in order to resume diuresis.
TrEATMENT IN MEDICAL CAUSES OF ACUTE KIDNEY INJURY
Conservative treatment options are defined as supportive therapy for the patient including the most important roles of balancing the fluid (volume expansion if necessary), correcting haematological abnormalities and balancing of electrolytes. (Table  VII) Cases that underwent acute hemodialysis had the following etiologies, as shown in Table VIII . 
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The most frequent conditions that underwent hemodialysis were: leptospirosis, rifampicin administration for tuberculosis therapy, septic shock and acute intoxications/ nephrotoxic drugs.
DUrATION OF HOSPITALISATION
The average length of stay was variable, generally being determined by the initiation of hemodialysis or fatal complications. (Table IX) OVErALL MOrTALITY A total of 110 patients died of the 604 patients admitted for acute kidney injury. That represents an overall mortality of 18%.
EVOLUTION TO CHRONIC KIDNEY DISEASE
In 30 cases (4.96%), patients developed chronic kidney disease in a variable interval of time (1-5 years). They will enter, or have already started chronic hemodialysis.
